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Significant Change Form
Children Private Duty Nursing

Bureau of Long Term Care

This form is required to be submitted for any Significant Change resulting in an increase or decrease in the Care
Elements or Nursing function of the participant for Private Duty Nursing.  For detailed information on Significant Change
please review the Significant Change Form Instructions.

The Medicaid nurse reviewer will use this information to approve or deny significant change requests.

Participant
Name

Medicaid #

Provider Name Provider #

Date of
Request

Date of
Change

Anticipated
Length of Change

Justification ☐ Decrease in PDN Care Elements/Nursing ☐ Increase in PDN Care Elements/Nursing
Overview

Narrative for
Change

All areas of this form are required, or this document may be returned as denied. Please specify details related to the cause of the
change in status for each appropriate area. If there is no change in an area, please mark No Change box for that section. Attach
additional documentation that supports your observations if applicable and available.  This may include attendant progress notes,
supervising visit notes, the physician’s history and physical, or office visit notes. For full instructions for completing Significant
Change/Modification Request Form, please refer to document Significant Change/Modification Request Form Instructions and
Sample. This document will provide information on how to fill out the form, update relevant information related to a participant’s
functional abilities, supports and needs.

MEDICATION/IV
DELIVERY NEED

Available
Support

☐ Circle all that apply: Family, Neighbor, Friend, Other: _________________________ ☐ No Support ☐ No Change

Detailed narrative for
change in abilities

NUTRITION NEEDS Available
Support

☐ Circle all that apply: Family, Neighbor, Friend, Other: _________________________ ☐ No Support ☐ No Change

Detailed narrative for
change in abilities

RESPIRATORY NEEDS:
Tracheostomy Care,
Oxygen, Ventilator,
Treatments

Available
Support

☐ Circle all that apply: Family, Neighbor, Friend, Other: _________________________ ☐ No Support ☐ No Change



Participant Name: _________________________________________ Medicaid#: _____________________________________

Provider Name: ___________________________________________ Provider#: ______________________________________
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Detailed narrative for
change in abilities

ASSESSMENT NEEDS Available
Support

☐ Circle all that apply: Family, Neighbor, Friend, Other: _________________________ ☐ No Support ☐ No Change

Detailed narrative for
change in abilities

SEIZURES Available
Support

☐ Circle all that apply: Family, Neighbor, Friend, Other: _________________________ ☐ No Support ☐ No Change

Detailed narrative for
change in abilities

WOUND CARE Available
Support

☐ Circle all that apply: Family, Neighbor, Friend, Other: _________________________ ☐ No Support ☐ No Change

Detailed narrative for
change in abilities

OTHER NURSING CARE
ELEMENTS

Available
Support

☐ Circle all that apply: Family, Neighbor, Friend, Other: _________________________ ☐ No Support ☐ No Change

Detailed narrative for
change in abilities

FUNCTIONAL
LMITATIONS

Available
Support

☐ Circle all that apply: Family, Neighbor, Friend, Other: _________________________ ☐ No Support ☐ No Change

Detailed narrative for
change in abilities

ACTIVITIES PERMITTED Available
Support

☐ Circle all that apply: Family, Neighbor, Friend, Other: _________________________ ☐ No Support ☐ No Change

Detailed narrative for
change in abilities

MENTAL STATUS Available
Support

☐ Circle all that apply: Family, Neighbor, Friend, Other: _________________________ ☐ No Support ☐ No Change

Detailed narrative for
change in abilities



Participant Name: _________________________________________ Medicaid#: _____________________________________

Provider Name: ___________________________________________ Provider#: ______________________________________
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The Plan of Care must be updated to reflect the approved changes and the approved Significant Change Form attached to the
Plan of Care.

Participant/Guardian
Signature

☐ Participant/Guardian refused to sign Date

Provider Print Name Provider
Signature

Date

RN Print Name RN
Signature

Date

For questions or assistance please call 877-799-4430. Please review to ensure the form is complete and fax to

(208) 639-5731 or email (click the region) Region1 – Region2 – Region3 – Region4 – Region5 – Region6 – Region7
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